, and shoplifting appears to be the most common form of theft committed by eating-disordered patients (10). Although food is commonly taken, it is not unusual for jewelry, cosmetics, and other items to be stolen (7). An association between shoplifting and bulimic symptoms has been found, whereas there is no evidence to indicate that individuals with anorexia nervosa (AN) ofthe restricting type are more prone to shoplifting than are individuals without eating disorders (2,3,5-8,10).
Information about shoplifting behaviour in the general population is limited, and response rates to surveys on the topic are poor (14) . Nevertheless, shoplifting appears to be common (15, 16) and perpetrated most often by individuals without psychiatric disorders (17, 18) . Only a minuscule proportion of individuals who shoplift could be considered to suffer from kleptomania (17, 19) , a psychiatric disorder marked by impulsive, nonsensical stealing (20) .
Two studies have compared the rates of shoplifting in people with eating disorders with those for control subjects. In a survey of college freshmen, Pyle and colleagues found the prevalence of shoplifting among students with bulimia nervosa (BN) to be 13.3% versus 3.1 % in nonbulimic students, while a sample ofpatients with DSM-III-R BN drawn from an eating disorders clinic yielded a higher rate of shoplifting (56.8%) than that found in the bulimic and nonbulimic students (21). In a study by Weiss and Ebert comparing 15 normal-weight bulimic females (using DSM-III-R criteria) with a control group matched for age, IQ, and socioeconomic status, the rate ofshoplifting was 67% for the bulimic subjects versus 14% for the control subjects (13) . Although these studies suggest a possible association between BN and shoplifting, neither study included a psychiatric control group (PCG).
For the current study, we defmed shoplifting to be "intentionally and surreptitiously taking an item being sold in a store without payment and without permission of store staff or management." We compared the rates of shoplifting for 3 groups: 1) an eating disorders group (ED G)-female patients diagnosed with eating disorders according to DSM-IV criteria; 2) a PCG group-female patients with other psychiatric disorders who do not meet criteria for diagnosis of an eating disorder; and 3) a nonpsychiatric undergraduate control group (UCG)-women without psychiatric disorders.
Method
The data collected on shoplifting for the present study were gathered in the context of a larger study on women's attitudes and self-perceptions. Participant characteristics and recruitment procedures are described in detail in Geller, Johnston, and Madsen (22) but are briefly reviewed here.
Subjects
The EDG consisted of48 women between 17 and 45 years of age who had received a diagnosis ofAN, BN, or eating disorder not otherwise specified (EDNOS). The EDG was recruited from a Canadian metropolitan hospital eating disorders clinic. Presence of an eating disorder was 472 The Canadian Journal of Psychiatry Vol 45, No 5 determined using a 2-step process: first, a psychologist or psychiatrist assigned to each patient a DSM-IV diagnosis that was then verified with the Health Information Questionnaire (HIQ). The HIQ is a behaviour-based measure reflecting primarily DSM-IV eating disorders criteria. All ofthe 48 women included in the study met diagnostic criteria for AN, BN, or EDNOS using both methods. According to the HIQ, 23 (48%) women met criteria for AN, 18 (37%) women met criteria for BN, and 7 (14%) met criteria for EDNOS.
The PCG comprised 46 women between the ages of20 and 55 years recruited from inpatient and outpatient psychiatry programs at 2 Canadian metropolitan hospitals. The HIQ was used to assess eating disorder symptomatology in the PCG. Two of the 46 women met criteria for an eating disorder and were excluded from the study. Other clinical diagnoses were obtained from a psychiatrist or psychologist using DSM-IV criteria. Thirty-six (81%) ofthe women were diagnosed with a mood disorder (20 had a major depressive episode, 12 bipolar disorder, 2 schizoaffective disorder, and 2 dysthymic disorder), 7 (16%) received a diagnosis of an anxiety disorder (3 generalized anxiety disorder, 2 social phobia, 1 panic disorder, 1 posttraumatic stress disorder), and 1 (2.3%) was diagnosed with an adjustment disorder. Descriptive information regarding level of psychiatric symptomatology in this group was assessed using the Symptom Checklist 90 Revised (SCL-90-R) (23) . The PCG group averaged scores that were 0.5 to 1.5 standard deviations above the normative mean on all SCL-90-R subscales, and the mean Global Severity Index score was 63.42 (SD 10.74), indicating a level ofpathology approximately 1.5 standard deviations above the norm.
Eighty-two women ranging in age from 18 to 45 years comprised the UCG. They were recruited from a pool of undergraduate research subjects and received course credit for participation. Two other women who had been in this group were identified as "probable cases" of eating disorder using the HIQ and were not included in the final sample. However, 8 women who were identified as "possible cases" were left in this group to avoid creating a supernormal control group.
Measures
General Information Sheet. This form asked women to provide basic information about themselves and their family. Women's self-reported height and weight were used to calculate body mass index (BMI).
The Shoplifting Questionnaire. The Shoplifting Questionnaire (SQ), developed for the purposes of this study, consists of 5 questions on shoplifting and assesses whether the individual has ever shoplifted, the age at which shoplifting first occurred, the type ofitems that were shoplifted, the number of times the individual has shoplifted, reasons for shoplifting, and presence or absence of shoplifting behaviour over the past 6 months.
Measures of Psychological Characteristics and Eating
Behaviour. The Beck Depression Inventory (BDI) (24) was used to assess depressive symptoms, and the Rosenberg Self-Esteem Scale (RSES) (25) was used to assess selfesteem. The Eating Disorders Inventory (EDI) (26) and the HIQ were used to assess disordered eating behaviours and cognitions. In the current study, 3 EDI subscales measuring eating disorder symptomatology were summed to measure the severity of eating disorder symptoms. The HIQ is based on DSM-IV eating disorders criteria and assesses the presence and severity ofspecific disturbed eating practices (22) . It complements the composite EDI score by providing a more behaviour-based measure of eating disorder symptomatology. The HIQ also yields a total disturbed eating score. Total scores on theHIQ can range from 0 to 69. Cronbach's alpha of the HIQ in all women in this study was 0.90.
Procedure
Women attending the eating disorders clinic who had been diagnosed with an eating disorder were provided with an information sheet by the clinic secretary. It described the study and requested their consent to be contacted by telephone for participation. Women who consented completed a questionnaire packet that included a general information sheet, the BDI, EDI, RSES, HIQ, SQ, and 3 other questionnaires that were part of a larger study.
Women recruited for the PCG were informed about the study by a psychiatrist, psychologists, and psychology interns who were providing outpatient treatment. Those who provided informed consent completed questionnaire packets that included the general information sheet, the BDI, EDI, RSES, HIQ, and SQ.
Of the 82 women in the UCG, 60 participated; in 1 visit they completed a questionnaire packet that included the peG questionnaire packet as well as 6 other measures as part of a larger study. To maintain adequate power for statistical analyses, women were not further divided into eating disorder subgroups based on eating disorder subtypes.
Results

Between-Group Comparisons
Demographic Variables. The 3 groups differed significantly on age and BMI. Means and standard deviations on the demographic variables for the 3 groups are reported in Table 1 . Between-group comparisons were analyzed on each of these variables using analysis of variance (ANOVA) and Tukey's post hoc tests. Both ANOVAs were significant (age: F Z ,169 = 67.73, P< 0.001; BMI: F Z ,169 = 13.75, P < 0.001), and post hoc tests revealed that PCG women were significantly older than EDG women, who were significantly older than UCG women (P < 0.05). BMI was significantly higher in the PCG than in the UCG, in which BMI was significantly higher than in the EDG (P < 0.05). 
Eating Disorder Symptomatology
The diagnostic distinctiveness of the groups was confirmed using a multivariate analysis of covariance (MANCOVA) procedure; the EDG, UCG, and PCG were compared on levels of eating disorder symptomatology while controlling for age and BMI (19) . Both MANCOVAs were significant (HIQ: Tukey tests revealed that in both analyses, the EDG had higher scores than the UCG and PCG, with no significant differences between the UCG and PCG on either measure.
History ofShoplifting
A chi-square analysis was performed to compare the 3 groups on history ofshoplifting. The number ofwomen from each of the 3 groups who reported ever having shoplifted was 24 (55.8 %), 21 (47.7%), and 30 (38.0%) for the EDG, PCG, and UCG respectively. These differences were not statistically significant (X 2 = 3.74, P > 0.05).
Age ofFirst Shoplifting Event
A l-way analysis of covariance (ANCOVA) was performed to compare the 3 groups on age at which shoplifting first occurred (this analysis included only those individuals who reported a history ofshoplifting [n = 95]). Current age and BMI were controlled for through covariance. The mean ages for the EDG, PCG, and UCG were 13.6 years (SD 3.6), 16.4 years (SD 10.6), and 11.7 years (SD 3.6) respectively. These differences were not statistically significant (P > 0.05).
Shoplifting in the Past 6 Months
A chi-square analysis comparing the 3 groups on current shoplifting (in the past 6 months) was statistically significant (X 2 = 17.88, P < 0.001). The percentage of women from each group who reported that they had shoplifted in the past 6 months was 22.2%, 1.2%, and 0% for the EDG, UCG, and PCG respectively. Follow-up chi-square analyses indicated that the EDG differed from the other 2 groups, with no significant differences between the UCG and PCG.
Number of Times Shoplifting Has Occurred
A chi-square analysis was performed to determine whether individuals who reported a history of shoplifting within the 3 'p < 0.001; "ldenrifies a group that is significantly statistically different from c and d; 'Identifies a group that is significantly statistically different form band d.
groups differed in the number oftimes they had shoplifted. As noted earlier, responses were coded into 2 groups: "few" = less than 20 times and "many" = 20 times or more. The chisquare analysis was significant (X 2 = 13.98, P < 0.001); follow-up analyses revealed that the EDG had a higher percentage of women in the "many" group (18.2%) than did either the UCG (1.2%) or PCG (4.5%), and there was no difference between the UCG and the PCG. Table 2 summarizes the findings among the 3 groups on shoplifting behaviour.
Items Taken
Items were coded according to the following 4 categories: food items (for example, bread, chocolate bars, candy), appearance-oriented items (for example, cosmetics, clothing), diet aids (for example, laxatives, diet pills), and "other," for items that could not be classified according to the first 3 categories. Chi-square analyses comparing the 3 groups on percentage of items in each of the categories were not significant.
Shoplifting, SelfEsteem, and Depression
Depression and self-esteem scores in women who were currently shoplifting were compared with those of women who were not, using t-tests. Women who reported that they had shoplifted in the past 6 months reported higher depression 
Shoplifting and Eating Disorder Symptoms
Current shoplifting was related to eating disorder symptomatology in the EDG. EDI total scores and scores on EDI subscales "drive for thinness," "body dissatisfaction," and "bulimia" for women who were currently shoplifting were compared with those for women who were not, using t-tests. Current shoplifting was associated with significantly higher EDI total scores (t[ 157] = 2.93, P < 0.005) but was not associated with differences in the EDI symptom subscale scores. Current shoplifting was associated with significantly higher 474 The
A MANCOVA procedure was used to examine the relationship of current shoplifting with specific eating disorder behaviours as measured by the HIQ (binge-eating, vomiting, laxative use, diuretic use, diet pill use, crash dieting, fasting, and compulsive exercise). The MANCOVA was significant (F 8 , 158 =0.37, P< 0.001).
Current Shoplifting, Types ofItems Taken, and Eating Disorder Symptoms
Across the 3 study groups, there was a significant difference between the rates of current shoplifting, with 88.2% of current shoplifting behaviour occurring among women in the EDG (t[4l] =4.18, P< 0.01). In this group, the theft oflaxatives was related to laxative use and current shoplifting behaviour. Current shoplifting was associated with differences in the laxative HIQ symptom subscale score. Specifically, ANOVA procedures revealed that women who used laxatives reported higherrates ofcurrent shoplifting, (F 1 ,4 1 = 17.50, P < 0.0001). Ofthe 8 women in the EDG group who reported current shoplifting behaviour, 87.5% reported current laxative use. Of those who were currently shoplifting and using laxatives, 85.8% indicated that they were shoplifting laxatives.
Discussion
The proportions ofwomen in the 3 groups who reported ever having shoplifted ranged from 38.0% to 55.8%, supporting the assumption that shoplifting is relatively common. These rates are similar to those estimated for the general population (40% to 65%) by previous questionnaire studies (15, 16) . However, the proportion of subjects in the current study who reported having shoplifted many times dropped substantially. In the UCG and PCG, only 1.2% and 4.5% respectively reported having shoplifted 20 or more times. In the EDG, 18.6% of the women reported shoplifting 20 or more times, a proportion significantly greater than that in either control group. Further, in the 2 control groups, few subjects reported having shoplifted within 6 months prior to assessment (1.2% and 0% in the UCG and PCG respectively), whereas 22.2% of the women in the EDG reported having shoplifted in that time period. Thus, it appears that the majority of women who reported shoplifting in the 2 control groups show a similar pattern, one which is consistent with the findings of studies of shoplifting behaviour in the general population. Many young people engage in shoplifting behaviour briefly and then stop (28) . In contrast, many women with eating disorders show a different pattern with shoplifting behaviour that is more extensive and occurring later in life.
We found no differences between the types ofitems that were shoplifted by women with eating disorders and those taken by the control groups. However, women in the EDG who reported using laxatives tended to steal laxatives. Perhaps their shoplifting behaviour is motivated in part by a desire to maintain the secrecy of their purgative methods.
In a review of the relationship between stealing and eating disorders, Baum and Goldner identified the following explanations and summarized evidence supporting each of them (29) : 1) effects ofmedications, 2) personality disorder, 3) tension reduction, 4) dissociative phenomena, 5) pseudopubertal impulsivity, 6) sociocultural influences 7) starvation-induced mental dysfunction, 8) affective spectrum disorder, and 9) psychodynamic features. From our study, some inferences can be made regarding the latter 3 of these explanations, while the remainder of these hypotheses cannot be addressed by the data.
Within the EDG, women who reported shoplifting in the 6 months prior to assessment had higher EDI total and HIQ total scores and, thus, more severe eating disorder symptoms than did women who reported no shoplifting in the previous 6 months. Thus, there is some equivocal support for the hypothesis that explains shoplifting behaviour as a result of mental dysfunction associated with the starvation and metabolic compromise that often accompany severe eating disorders. McElroy and her colleagues have suggested that confusion in individuals with eating disorders may develop secondary to hypoglycemia, thereby contributing to nonsensical stealing (30) . Potassium, magnesium, sodium, and hydration abnormalities that can develop in an individual with an eating disorder may lead to generalized neuronal instability, with resulting disturbances in cortical function. Electrolyte and metabolic abnormalities are more likely to occur in individuals who are vomiting and misusing laxatives and may partially explain the association of bulimic forms of eating disorder with shoplifting (3, 6, 7, 10) .
In this study, women who were currently shoplifting were found to have higher levels of depression as measured by the BDI than did those who were not shoplifting. This finding is consistent with the hypothesis that shoplifting in individuals with eating disorders may result from an affective spectrum disorder. Some researchers have hypothesized that abnormalities in serotonergic transmission underlie this spectrum of eating and mood disturbances (30) (31) (32) . Eating disorders and kleptomania belong to a spectrum of mood and impulse disturbances that share an abnormality in serotonergic neurotransmisson (30) (31) (32) .
Low self-esteem has been identified as a core feature that may explain an association between shoplifting and eating disorders. In this study, subjects who reported shoplifting within the past 6 months had lower levels of self-esteem than did those who reported no recent shoplifting. Some theorists have suggested "that shoplifting and eating-disordered behaviour may be undertaken by individuals with low self-esteem as unconscious forms of self-punishment or as compensation for perceived lack of affection or diminished self-esteem manifesting as a sense of entitlement (for example, being able to eat as much as one wants without gaining weight or being able to obtain something without payment) (29) . 475 Baum and Goldner have suggested that an association between eating disorders and shoplifting is likely to have multiple etiologies, and various combinations of these factors are probably responsible for shoplifting in different individuals (29) . The association of recent shoplifting with eating disorder severity, depressed mood, or low self-esteem in this study cannot be presumed to be causal. Possibly an improvement of eating disorder symptoms, depression, or self-esteem may be accompanied by a decrease in shoplifting behaviour. Future research should examine differences in shoplifting rates for eating disorder subtypes.
